Madelung's disease is a benign multiple symmetrical lipomatosis primarily affecting the cervical region and upper body. Occasionally it is hereditary.
CASE HISTORY
A man aged 69 was referred for further management after being treated for Madelung's disease for several years at another hospital. Since the age of 25 he had undergone nine debulking operations. There was a family history of the disease: his parents had not been affected but his 63-yearold brother and his only grandchild (a boy aged 7) had been treated for it. He had smoked for 40 years but had abstained for the last 10; his alcohol consumption was not excessive. His main complaint was attributable to the massive nonencapsulated lipomas in his cervical and shoulder region ( Figure 1 ) in conjunction with the hard collar he wore because of cervical spondylosis. Frequently, when he wore the collar, extrinsic pressure on turning his head would compress his carotid arteries suf®ciently to cause unconsciousness. On duplex imaging his internal carotids and vertebral vessels were of normal contour and lumen. In an initial debulking operation under general anaesthesia, 520 mL was removed by liposuction and a 460 g adipose mass was resected from the anterior neck. Postoperatively he was returned promptly to theatre for evacuation of a large pretracheal haematoma; the neck drain was removed after 23 days. His symptoms recurred after ®ve months and, in a bilateral anterior neck resection, over 1 kg of adipose tissue external to the platysma was removed. There were no postoperative complications. At one-year follow-up his neck discomfort troubles him less, his blackouts are better controlled and the cosmetic appearance is improved ( Figure  2 ).
COMMENT
Madelung's disease may be more common than is realized, sometimes being misdiagnosed as gross obesity 1 . Most cases are sporadic, and there are strong links with alcohol abuse and tobacco smoking. The family history in our patient points to a hereditary variant. It is noteworthy that both brothers were somewhat deaf in their right ears and also hypertensive. The genetics of lipomatosis show mitochondrial dysfunction due to point mutations 2 and multiple deletions in the DNA 3 giving rise to abnormalities of metabolism in adipose tissue, ragged-red muscle ®bres, and peripheral and central neuronsÐnot necessarily all present in every case. Apart from compressing arteries in the neck, Madelung's disease can result in dysphonia, dyspnoea and dysphagia 4 . A general anaesthetic in these patients usually has an American Society of Anesthesiology grade of 3, because tracheal compression and displacement make intubation dif®cult 5 . Since recurrence can be expected 6 and anaesthesia carries high risks, there is much to be said for radical debulking procedures that may not have to be repeated. Abdominal actinomycosis is a chronic suppurative disease due to infection by Actinomyces israelii. The onset tends to be insidious and it is frequently mistaken for a malignant process 1 . In 90% of cases the diagnosis is made postoperatively by the pathologist.
Abdominal actinomycosis presenting as psoas abscess

CASE HISTORY
A woman aged 42 was referred with a two-month history of right iliac fossa pain, fever and a worsening limp. Of particular note in the history, her mother had died of colorectal cancer aged 42, and she had not used an intrauterine contraceptive device (IUCD) for 20 years. On examination she had a low-grade pyrexia, tenderness in the right iliac fossa with erythema over the groin and a ®xed exion deformity of the right hip. The provisional diagnosis was a caecal neoplasm with associated psoas abscess, and she was started on intravenous cefuroxime and metronidazole while awaiting further investigation.
Colonoscopy revealed a polypoid lesion within the caecum, biopsies of which were inconclusive. A computed tomographic scan of the abdomen showed a mass at the caecal pole with a right iliopsoas abscess extending down to the groin. The ®xed¯exion deformity could be clearly seen (Figure 1 ). At laparotomy there was a tumour around the caecal pole, connecting to an iliopsoas abscess. A right hemicolectomy was performed and the psoas abscess was drained. Histological examination revealed chronic in¯ammation and microabscess formation in the caecal submucosa close to the origin of the appendix; this in¯ammation extended through the wall of the bowel. The microabscesses contained Actinomyces and there was no evidence of malignancy ( Figure 2) . Actinomycosis of the caecoappendiceal junction was diagnosed. The patient was discharged on a 3-month course of penicillin and was fully recovered at 6-month follow-up. 
